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Abstract 

Bernard Lonergan's cognitive theory challenges us to raise questions about both the cognitive process through 
which obesity is perceived as a behaviour change issue and the objectivity of such a moral judgment. Lonergan's 
theory provides the theoretical tools to affirm that anti-fat discrimination, in the United States of America and in 
many industrialized countries, is the result of both a group bias that resists insights into the good of other groups 
and a general bias of anti-intellectualism that tends to set common sense against insights that require any 
thorough scientific analyses. While general bias diverts the public's attention away from the true aetiology of 
obesity, group bias sustains an anti-fat culture that subtly legitimates discriminatory practices and policies against 
obese people. Although anti-discrimination laws may seem to be a reasonable way of protecting obese and 
overweight individuals from discrimination, obesity bias can be best addressed by reframing the obesity debate 
from an environmental perspective from which tools and strategies to address both the social and individual 
determinants of obesity can be developed. Attention should not be concentrated on individuals' behaviour as it is 
related to lifestyle choices, without giving due consideration to the all-encompassing constraining factors which 
challenge the social and rational blindness of obesity bias. 



Introduction 

Although bias can lead to discrimination, the two con- 
cepts do not have the same meaning. Bias denotes a 
judgment without sufficient knowledge, while discrimi- 
nation is the process by which two stimuli differing in a 
single aspect are responded to differently. Bias refers to 
attitudes while discrimination refers to a given behavior. 
Most often, these two terms evoke associations with 
race or gender. In such associations, one race or gender 
is seen to be superior to another. Popular culture has 
been inundated with biased attitudes toward obese indi- 
viduals. These people are described as lazy, gluttonous, 
or stupid. Such attitudes give rise to jokes and sarcasm 
about overweight or obese individuals. The lack of will 
as the causal attribution for obesity and societal obses- 
sion with being thin has been central to the develop- 
ment of anti-fat bias [1]. It has been documented that 
overweight/obese individuals experience anti-fat bias 
and discrimination in their academic, family, social, 
healthcare, and employment settings [2]. Sadly, even 
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children as young as three have been known to exhibit 
bias against overweight individuals even though they are 
not able to express properly their thought at that age 
[3]. Anti-fat obesity is of one of the most acceptable 
forms of bias [4] . 

This paper adheres to Bernard Lonergan's cognitive 
theory in an attempt to reject the biases leading to an 
unbalanced understanding of obesity. We will demon- 
strate that such an understanding of obesity lacks episte- 
mological and ethical validity. We also argue for framing 
obesity within an environmental model. Such a model 
makes a good arena to pose questions about biases that 
shape policy and government intervention personal dis- 
crimination against obese individuals and socioeconomic 
exclusion that increase risks for obesity. Following Lone- 
rgan's cognitive theory, we are challenged to raise ques- 
tions about both the cognitive process through which 
obesity is perceived as a behavior change issue and the 
objectivity of such a moral judgment. We also show that 
anti-fat discrimination, in many industrialized countries, 
is the result of a general bias of anti-intellectualism that 
tends to set common sense against insights that require 
scientific investigation analysis. The lack of deep 
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analyses and sound judgments often sustain the group 
bias that resists insights into the good of other groups. 

While general bias diverts public attention away from 
the distal causal factors for obesity, group bias sustains 
an anti-fat culture that subtly legitimates discriminatory 
practices and policies against obese people. These prac- 
tices and policies are, whether implied or stated, a rash 
judgment about a person's reason for being obese. 
When they exist, anti-fat discrimination laws narrowly 
portray obesity as a problem pertaining to the individual 
whose rights need to be protected. Although anti-discri- 
mination laws may seem to be a reasonable way of pro- 
tecting obese and overweight individuals from 
stigmatization and discrimination, this paper proposes 
that obesity bias can be best addressed by reframing the 
obesity debate in an environmental perspective from 
which tools and strategies can be developed to address 
both the distal and proximal determinants of obesity. 
Reframing obesity from a public health perspective will 
give a comprehensive view of the causes and impacts of 
being obese. Situating the problem of obesity in the gen- 
eral setting of public health will also help to elucidate 
the problem of a socioeconomic exclusion that increases 
the risk for obesity among lower socioeconomic groups. 
Attention is often focused on the narrow dimensions of 
individual behavior change as it is related to lifestyle 
choices. Such focus does not give due consideration to 
the all-encompassing constraining factors in an environ- 
ment of economic exclusion. These factors include, but 
are not limited to: material deprivation, racial and 
neighbourhood segregation, food pricing, the high con- 
centration of fast food vendors in poor neighbourhoods, 
dietary habits, impacts of food advertising on diet, and 
features of the built environment that influence indivi- 
dual lifestyle and dietary habits. The built environment 
refers to the man-made surroundings that provide the 
setting for human activity, ranging in scale from perso- 
nal shelter to neighborhoods to the large-scale civic sur- 
roundings. The shape of the man-made environment 
and all the other remote causal factors for obesity chal- 
lenge the social blindness of the general bias of anti- 
intellectualism and raise ethical questions concerning 
the justice of social institutions and policies which are 
shaped by economic individualism that produces group 
bias. 

Epidemiological Evidence of Anti-Fat Biases and 
Discrimination 

Although weight-based teasing in adolescence seems to 
be very common [5], data regarding the actual preva- 
lence of anti-fat bias and discrimination in adults is 
minimal. Perceived weight-to-height discrimination has 
increased by -66%, from 7% in 1995-1996 to 12% in 
2004-2006. These results were based on surveying a 



representative sample of US adults aged 35-74 years [6]. 
Significant predictors of this perceived discrimination 
have included being female and/or having increased 
body mass index within a certain range [7]. In absolute 
values, the prevalence of perceived weight-to-height dis- 
crimination among the overweight, moderately obese, 
and severely obese was 6.9%, 14.2%, and 42.5%, respec- 
tively, in 2004-2006 [6]. 

A study showed that anti-fat discrimination can take 
many forms and can be perpetrated by both children 
and adults. Children, independent of their own age, gen- 
der, and weight, demonstrate negative stereotypes for 
not only obese children but also obese adults [8]. Chil- 
dren's perception of obese individuals was very negative 
compared to their perception of non-obese. The obese 
child/adult was more likely to be rated lazy and less 
likely to be rated attractive, confident, or happy. These 
children were also more likely to choose the child who 
was normal-weight rather than the obese one for their 
friend or playmate. Interestingly, children uniformly 
believed that obesity was under individual control. The 
degree of controllability assigned to obesity by the chil- 
dren was directly correlated with negative stereotyping 
[8]. Similar negative views are often held by teachers 
and educators with obese students described as more 
emotional, less likely to succeed at work, or to have 
more family problems compared to students who were 
not obese [9]. Forty-two percent of teachers perceived 
obese individuals as less sexually attractive than non- 
obese individuals and forty seven percent strongly 
agreed that most individuals who were not obese would 
not want to marry an obese individual [9]. These results 
echo the typical portrayals of overweight/obese charac- 
ters seen on television [10]. Overweight or obese female 
characters were less likely to be physically affectionate, 
romantically involved, or considered attractive while 
overweight or obese male television characters were 
more often seen eating and less likely to be romantically 
involved [10]. 

In 1966, Canning and Mayer demonstrated that over- 
weight/obese adolescents were less represented at sev- 
eral prestigious colleges and universities in the United 
States despite having relatively similar academic achieve- 
ments [11]. Further studies have demonstrated that 
heavy-weight college students, particularly female, have 
to rely on non-familial sources of support for college 
education compared to students with normal weight 
[12]. This lack of parental financial support was stron- 
gest for daughters of political conservatives, a group 
found to endorse anti-fat attitudes [13]. Some schools 
have even gone as far as mandating weight loss and dis- 
missing students if weight loss is not achieved [14]. In 
some of these cases, obese applicants were less likely to 
be contacted and/or hired compared to normal weight 
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applicants despite both having similar resumes [14,15]. 
Although the faces of the applicants were never seen 
and an off-camera voice was used as a constant in all 
settings, the obese applicant was viewed as having 
poorer work habits due to misuse of time. The obese 
applicants were also viewed as having emotional and 
interpersonal issues [16]. Similar findings of hiring dis- 
crimination exist even when average-weight applicants 
were dressed in prostheses to mimic overweight appli- 
cants [17]. 

Anti-fat bias has been demonstrated to be significantly 
greater than other forms of bias [18]. Moreover, indivi- 
duals are often willing to either forego positive events or 
endure negative events to attain or maintain a non- 
obese weight [19,20]. Schwartz et al demonstrated that 
of all respondents, -46% were willing to give up one 
year of life and 15% were willing to give up ten or more 
years of life rather than be obese [21]. These personal 
sacrifices were significantly influenced by BMI, with 
underweight respondents demonstrating a higher degree 
of willingness to make personal sacrifices than extremely 
obese respondents. For example, although only 5% of 
respondents overall were willing to lose a limb rather 
than be obese, this value was 22.4% in underweight 
respondents and 3.0% in the extremely obese respon- 
dents [21]. Although the overall percentage of respon- 
dents willing to make child-related trade-offs was lower 
than that for personal sacrifices, still 10% and 8% of 
respondents would rather have an anorexic child or 
learning disabled child, respectively, rather than an 
obese child [21]. Similar to the findings related to perso- 
nal sacrifices, the responses for child-related trade-offs 
were significantly influenced by BMI [21]. Although 
much work remains to further delineate the prevalence 
of anti-fat bias, the data far demonstrate that discrimi- 
nation, and the stigma associated with being obese are 
present to a large degree in society. 

Epistemological Assessment of General Bias 

General bias raises epistemological concerns. These 
epistemological concerns emerge from logical assump- 
tions that connect empirical experience to human cog- 
nitional structure. The cognitive process leads to 
normative judgments and policy decisions on obesity. 
How do people reach the conclusion that obesity is an 
issue of personal virtue or social justice? How do they 
move from the empirical facts regarding the genetic, 
social, and environmental determinants of obesity to 
endorse negative stereotypes that encourage anti-fat 
attitudes? Meanwhile, group bias raises ethical con- 
cerns. These ethical concerns question how knowledge 
about weight management determines public percep- 
tions and policies as well as individual attitudes of 
discrimination. 



General bias raises epistemological concerns 

In Insight, Bernard Lonergan develops his general 
empirical method as the basis for making objective judg- 
ments and decisions [22]. In order to determine if it is 
ever possible to make an objective decision, Lonergan 
first asks, what am I doing when I make a decision [22]? 
The answer to this question is a theory of knowing 
which forms the basis of Lonergan's entire philosophy 
and underlies his answer to the problem of objective 
decision making. Even after knowing the alternatives, an 
individual must still decide between them. Lonergan 
further explores what choosing adds to knowing. Build- 
ing on this structure, he explains what error is, how it 
can and does distort the process of decision making in 
practice. Lonergan also shows how error can be cor- 
rected and avoided. Finally, he answers the question 
directly, and delineates a method for making objective 
judgments. Human knowing is an activity which inti- 
mately connects the knower and the object to be 
known. This activity occurs through a three-fold struc- 
ture which includes experience, insight, and judgment 
[22]. 

By basing all his work on his understanding of cogni- 
tional structure, Lonergan describes the process of 
knowing from its beginnings in experience. He traces 
the transformation of experience into understanding 
through insight and the judgment that asks if the insight 
is true or not. Finally, he incorporates this structure of 
knowing into a broader structure of decision which 
includes determining the value of alternate courses of 
action, and committing to bring the most valuable alter- 
native into being. 

Experience 

A direct or indirect encounter with the object is the pre- 
condition of a true knowledge of a thing [22]. Even 
though the cognitive representation of the object does 
not always truly represent the object per se, experience 
of the object is important to achieve a certain level of 
objectivity. Instead of seeking a high level of objectivity, 
the subject can simply consider his or her own percep- 
tion of the object as absolute or rely on opinions as the 
real source of knowledge. A true knowledge of obesity 
presupposes an objective recognition of all the features 
and dimensions of weight excess. However, the empiri- 
cal appraisal of weight excess is often determined by 
dominant ideologies that assign a moral significance to 
obesity. These ideologies are essentially based on the 
individual ability to avert obesity. These ideologies are 
biased to individualism because they cannot account for 
the biological, behavioral, and psychosocial mechanisms 
that determine risk for obesity. Thus, a direct or an 
indirect experience of obesity, informed by an in-depth 
scientific investigation is needed to avoid biased 
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judgment. Ideally, however, experience provides the data 
that allow for the possibility of an insight [22]. 

Insight 

Insight represents an act of intelligibility. Such an act 
allows the human mind to grasp information which was 
previously available but unintelligible. Typically, insight 
is gained from adherence to the norms of attentiveness, 
intelligence, reasonability, and responsibility. When 
these norms inform the process of knowing, relevant 
questions are raised, coherent sets of insights are 
assembled, rash judgments are avoided, and the link 
between judgment and decision-making can be tested. 
An insight is an answer to a question of reflection: what 
is obesity and how does it happen? Or it can be an 
answer to question of intelligence: why does it happen? 
An insight is the property of a subject and not of the 
object. However, the subject is never totally free from 
societal influence or historical determinism. The very 
act of intelligibility which allows the human mind to 
understand phenomena and grasp information necessary 
to make a moral judgement on them can be determined 
by the dominant social group. 

Judgment 

Judgment follows and acts upon insights [22]. Critical 
reflection and introspection as well as confrontation 
with other viewpoints are the preconditions for an 
objective judgment. Objectivity often results from the 
dialogical synthesis between objective data and subjec- 
tive acts. With this understanding of judgment, knowing 
cannot be collapsed into judgment alone. Doing so 
would simply lead to the perpetuation of the theory that 
obesity results from controllable factors. 

These three parts of the cognitional structure-experi- 
encing, understanding, and judging-all presuppose and 
complement each other. Experiences without under- 
standing are unintelligible, but understanding requires 
experience to act upon. Equally, understanding without 
judgment is meaningless, but judging involves an inti- 
mate interaction with an insight, and through the 
insight, with experience. 

BIAS 

Failure to make judgments which are true is caught up 
in the term "bias" or error. Lonergan describes different 
forms of biases. These forms of biases include psycholo- 
gical bias such as neurosis that resists insight into one's 
psyche and individual bias of egoism that resists insight 
into what benefits others. Lonergan's description of 
biases also include group bias of loyalism that resists 
insights into the good of other group and general bias 
of anti-intellectualism that tends to set common sense 



against insights that require any thorough scientific 
investigation [22]. 

Here, our main interest is to demonstrate that anti-fat 
discrimination and judgments stem both from a general 
of anti-intellectualism and from a group bias of socioe- 
conomic exclusion. 

Anti-fat bias as a general bias 

Lonergan describes the general bias of common sense 
toward theoretical patterns of knowing. Although the 
cognitional structure is found in everyone, individual 
people according to their needs and practices apply it in 
various situations and towards various ends. There is 
one very basic distinction in patterns of knowing that 
causes a great deal of trouble. At certain times, people 
direct their attention toward scientific, disinterested 
knowing, and then they anticipate understanding gener- 
alizations and technical answers [22]. At other times, 
people are interested in common sense knowing, in 
understanding each immediate situation in a very practi- 
cal way, and seeking particular and practical answers. As 
even this summary statement of the different purposes 
of the two patterns of knowing indicates, the two are 
complementary. Common sense thinking solves practical 
immediate problems, while theoretical knowing gener- 
ates long-term planning and describes common-sense 
situations in helpful ways. The tension generated 
between the two patterns often breaks down into what 
Lonergan terms general bias [22]. General bias against 
theoretical knowing rationalizes as well as blinds. Gen- 
eral bias is not a culture but only a compromise that 
results from taking the highest common factor of an 
aggregate of cultures [22]. 

Studies have suggested that general bias is impacted 
by a social ideology that uses negative attributions to 
explain negative life outcomes [23,24]. American values 
of individualism and autonomy provide a foundation for 
anti-fat attitudes by emphasizing responsibility for one's 
choice and the willpower to control the circumstances 
that shape one's life [25]. Both the freedom of choice 
and willpower are closely related to the values of inter- 
nal control and self-discipline emphasized by Max 
Weber in his approach to the protestant work ethic 
[26]. Max Weber presents hard work as a component of 
a person's calling. Weber highlights the fact that for Cal- 
vinists, worldly success is a sign of personal salvation. 
Right from the beginning of Protestantism, Martin 
Luther re-conceptualized worldly work as a spiritual 
duty which benefits both the individual and society as a 
whole. Working diligently became a sign of grace. This 
approach to work emphasizes human agency and free- 
dom to achieve one's goal as a sign of God's blessing. 
Closely linked to this ethical view, the "just world bias" 
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portrays the world as a predictable environment in 
which personal effort and ability lead to desired out- 
comes [27,28]. Those who subscribe to this belief rely 
on physical attractiveness in making attributional judg- 
ments of people [27]. Excess weight in obese individuals 
is simply perceived as a lack of self-control except when 
it is associated with a health condition such as thyroid 
or glandular disorder [29,30]. Moreover, a perceived 
causality of obesity is highly influential in making stig- 
matizing attributions [31]. 

In a study which aimed at measuring stigma toward 
66 different diseases and health conditions (including 
obesity) by 415 participants, Christian Crandall and 
Moriarty Dallie showed the extent to which the power 
of attributions of control determines social rejection 
[32]. The degree to which one is held responsible for 
the disease or health condition, significantly predicted 
social distance and rejection by participants [32]. In 
addition, cross-cultural comparisons of anti-fat attitudes 
in Mexico and the USA revealed that anti-fat attitudes 
were strongly associated with socio-ideological variables 
in the American sample. This relationship was non-exis- 
tent among Mexicans whose attributions were not con- 
nected to social ideologies [25]. The association between 
social ideologies and anti-fat attitudes were mediated by 
an attribution of controllability, by which social ideologi- 
cal beliefs were related to belief in autonomy and dislike 
among American students. However, social ideological 
beliefs were unrelated to either of these constructs 
among Mexicans [25]. These results echo those by 
Crandall et al demonstrating perceived controllability of 
obesity as an important determinant of general bias [31]. 

Society's biased perception of obesity has negative 
influence on individuals' ability to understand the causes 
of this epidemic. Hence, anti-fat bias can be understood 
as a general bias of anti-intellectualism because the indi- 
vidual uncritically accepts a cultural viewpoint which is 
not scientifically accurate. Nevertheless, this view point 
is commonly accepted across culture and held as the 
truth. On the other hand, anti-fat bias is a group bias 
because it does not only result from the resistance to 
true science but also from socioeconomic exclusion. 

Social ideology as a group bias: questioning the 
epistemological foundations of group bias 

Group bias resists insight into the good of others. Group 
bias often leads to the marginalization of one group for 
the good of another. Those who are inclined to uphold 
this type of bias rely on divisive ideologies based on 
class, race, nation, weight or gender. Group bias occurs 
when a social group within a community resist changes, 
either actively or passively. In doing so, such a group 
avoids understanding how changes would actually 
improve the community [22]. Culture is a carrier of 



great and negative ideologies. Culture, as a whole and 
its various parts, must be scrutinized against the ideal of 
a good society in order to identify ideas and practices 
that prevent individuals or institutions from making 
objective decisions [22]. Group bias leads to a failure to 
appreciate others, to nationalism, class hatred, socioeco- 
nomic exclusion and ignorance of science or philosophy. 

Many Americans question whether it is appropriate 
for the government to target a non-communicable dis- 
ease that most individuals could avoid by making 
healthy lifestyle choices. The rejection of state interven- 
tion is often grounded in the affirmation of individual 
autonomy. This societal approach to autonomy asserts 
one's freedom to make choices, even wrong ones, so 
long as they do not harm others. Policy makers respect 
autonomy because it is a value accepted by many citi- 
zens. American health policy choices have historically 
reflected a preference for markets over government pro- 
vision of health services, for treatment over prevention, 
and for expenditures to reduce uncontrollable risks over 
controllable risks [22]. While there is more talk than 
ever about an unhealthy environment contributing to 
obesity, there is less acceptance of the idea that risk has 
been incurred involuntarily by overweight adults. To 
absolve individuals of all responsibility for their weight 
would defy cultural norms and common sense. But even 
relieving them of some responsibility appears difficult 
[22]. Obesity is, thus, a private matter and not necessa- 
rily a public health issue that society needs to help solve. 

Calls for government intervention to prevent obesity 
and protect obese individuals from discrimination have 
met with significant socioeconomic and political resis- 
tance. There has been an ongoing debate, both philoso- 
phically and ideologically charged, between those who 
stress the importance of the community and those who 
highlight the importance of individuals' rights. Unfortu- 
nately, the growing polarization on individual choice has 
moved the debate on the individual side of the balance. 
This individualized understanding of human action has 
deeply influenced how responsibility to individual infec- 
tion or pathology is assigned. However, we critique the 
ideological presupposition of this approach to responsi- 
bility for health because it does not question the social 
construct of health problems. Society can be blinded by 
an ideology that protects and promotes the welfare of 
powerful institutions and individuals while ignoring the 
sufferings endured by the worse off. The cultural resis- 
tance to government intervention reinforces the political 
resistance of powerful entities that could be targeted for 
blame and made to bear some burden in the solution 
[22]. Hence, general bias can serves as the philosophical 
justification for group bias. General bias is often used to 
protect the privilege of entities that contribute to the 
expansion of the obesity epidemic. 
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Is general bias based on an objective judgment? 

Objectivity refers to the deepest quest for discovering 
the true meaning of things. It also refers to the need for 
making true judgments and decisions which require the 
rejection of unjustified prejudices. Since our values are 
mostly inherited, objectivity is the intended cumulative 
product of all successful efforts to know what is true 
and good. Objectivity guides our mind toward what is 
correct and provides room for intellectual development. 
In turn, intellectual development offers the possibility of 
replacing bias with correct insights through reflection 
and comparison among insights [22]. The process of 
correction requires a renewed understanding of the fun- 
damental causes of weight excess. Unfortunately, the 
obesity debate in the public sphere is dominated by pre- 
conceived views rooted in social individualism. Addres- 
sing environmental cues that foster obesity will force 
policymakers to address issues regarding the built envir- 
onment, economic exclusion, neighborhood segregation 
and food availability and accessibility. The lack of objec- 
tivity in a society that stresses individual effort and self- 
control contradicts the findings of public health scho- 
lars. Success in confronting bias depends on society's 
willingness to eradicate the current epidemic of obesity. 

We will begin to truly address the obesity epidemic 
only when a societal dialogue sustained by the political 
commitment to address the underlying causes of obesity 
is initiated. As a corrective to general and group bias, 
genuine dialogue calls for moral, intellectual and reli- 
gious change. In moral conversion change, one commits 
to values beyond a mere affirmation of freedom of 
choice. In religious change, one relies on agapic love to 
prioritize values and solutions that can be used to pre- 
vent and confront obesity. In intellectual change, one 
relies on public health research to challenge ideologies 
that affect/influence citizens' perceptions and under- 
standings of obesity. Such forms of change represent 
acts of transcendence through which individuals and/or 
groups re-examine understanding of obesity, re-think 
perceptions and re-structure social regard, conduct, and 
policies [22]. 

The attempt to understand obesity bias based on 
Lonergan's cognitive theory raises issues concerning the 
relevance of individualism as a framework for addressing 
the growing epidemic of obesity. Lonergan's approach to 
bias calls for a deconstruction of current perceptions of 
obesity. It also questions the use of individualism as a 
framework for assigning responsibility and conceptualiz- 
ing policy. 

Ethical Assessment of Anti-Fat Bias 

The major challenge that we are confronted with is to 
know if all judgments based on an individual ability to 
avert obesity are always justifiable. Since these popular 



judgments originate from society's dominant ideologies, 
how can anti-fat biases be prevented? Can we prevent it 
by passing anti-discrimination laws that would protect 
obese individuals or change public perception by 
reframing obesity as a public health problem? 

Anti-Fat Discrimination and Legal Protection 

Discrimination against obese individuals does not neces- 
sarily promote weight loss. Instead, it may have opposite 
effects. Society should not tolerate any form of discrimi- 
nations based on weight differential. Governments need 
to design anti-discriminatory laws to sanction any form 
of marginalization of obese people in all sectors of 
society. Surprisingly few legal options are available for 
affected individuals. Currently, there are no federal or 
state laws that prohibit discrimination based on weight 
(with the exception of the state of Michigan in the 
USA) [33]. There are a few local jurisdictions that 
address discrimination in the state of California (San 
Francisco and Santa Cruz) and in Washington DC [33]. 
Due to the lack of adequate legal dispositions, those 
who experience weight discrimination in the USA must 
seek other means to be heard and recognized. Similarly, 
lawyers may seek other venues to address weight-based 
discrimination in court. In addition to the lack of clear 
legal arrangements that protect obese individuals from 
discrimination, the food industry is still reluctant to 
truly change the food environment. Most food and bev- 
erages industries vocally oppose legal measures that 
restrict their ability to market products. The New York 
State Restaurant Association, for example, filed a suc- 
cessful legal challenge to New York City's mandate that 
restaurants provide calorie information on their menus 
[34]. 

The need for anti-fat discrimination legislation 
emerges as a requirement of justice based on the 
uncompromised dignity to which every human is 
entitled as a human being. Human dignity is not an 
attributed reality. Instead, it is an intrinsic reality, the 
kind of quality people enjoy because they are members 
of the human family. Human dignity is a worth that has 
no price, no equivalent for which the object of value can 
be exchanged. Consequently, whatever interferes with 
human worth cannot be tolerated. 

A legal approach to anti-fat discrimination can indeed 
reduce the incidence of discrimination and protect 
obese individuals against the psychosocial effects of 
social exclusion. Although a legal approach may favor 
the protection of obese individuals' rights, it does not 
appear to be a lasting solution. Anti-discrimination laws 
fall into the individualistic trap by focusing solely on the 
protection of the rights of obese or overweight indivi- 
duals. The law may prevent a member of society from 
ostracizing overweight individuals but will not reduce 
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obesity risks or address structural elements that indir- 
ectly cause obesity. A purely legal solution to discrimi- 
nation does not go to the core of the matter simply 
because it does not tackle its root causes. 

Legal solutions would not really address bias which is 
primarily an attitude. The public may not discriminate 
openly against overweight or obese individuals but may 
develop subtle forms of discrimination as has been done 
to women all over the world and to black people in the 
USA. Laws that protect women, for example, have 
reduced incidence of gender-based discrimination. How- 
ever, these laws have not eradicated individual or struc- 
tural violence against women. Laws prohibiting 
discrimination may not successfully prevent anti-fat dis- 
crimination unless society reframes its understanding of 
obesity and addresses the deeper questions of agency, 
choice, responsibility, and causation. 

While few reasonable people would endorse discrimi- 
nation against obese individuals, banning such discrimi- 
nation - for example, in hiring - is unlikely to have a 
serious impact on public health. Thus, theorizing obesity 
as a public health issue legitimates the primacy of eradi- 
cation of obesity as opposed to the legal protection of 
obese individuals. The view that obesity is also a socio- 
cultural issue would reduce discrimination. This view 
would lead to more effective prevention policy. While 
reducing discrimination is a worthy sub-goal, from a 
public health perspective, preventing incidence of obe- 
sity and reduce its prevalence should be the ultimate 
goal of any comprehensive intervention. 

Refraining Risk for Obesity to Challenge General 
Bias 

Bias restricts and distorts the decision-making processes. 
And when left unchecked because of the general bias 
against theoretical knowledge, gradual decay can incre- 
mentally drag an entire culture into lower viewpoints 
and restrictive horizons. The lower viewpoint is that of 
free choice and the restrictive horizon is that of an ato- 
mistic society. The best answer to this problem is the 
creation of a higher viewpoint that will address the pro- 
blem at its very source. Our higher viewpoint empha- 
sizes social interdependence, connectedness and social 
responsibility for health. Our higher viewpoint questions 
socioeconomic exclusion which results in some cases, in 
disproportionate distribution of obesity across popula- 
tion groups. This higher viewpoint provides a method 
for interpreting social phenomena and identifying the 
sources of obesity, in individuals, groups, and society as 
a whole. To reverse the cycle of discrimination, we sug- 
gest that obesity should be reframed within an environ- 
mental model. 

Framing refers to the process of evaluating a particular 
public health issue for the purpose of developing policy 



recommendations and/or adequate solutions. Very often, 
in public health, the framing process uses social justice 
as the prism through which a health condition is under- 
stood and addressed. This process helps identify social 
ideologies that distort people's perception of the disease 
aetiology. The obesity epidemic is a social, public health, 
medical, public policy, and economic problem whose 
solution requires the involvement of all these constitu- 
encies. To bring to light all the dimensions of the obe- 
sity epidemic, a deep philosophical investigation of ideas 
and opinions that sustain anti-fat judgements is needed. 
These ideas are related to issues of causation (free 
choice or social production?), responsibility (social or 
individual?), and agency (individual or collective?). 
There are several different frameworks that can be 
employed to understand obesity: the biomedical, the 
individual, and the environmental or public health 
framework. 

Possible ways of framing 

In the biomedical framework, the obese/overweight indi- 
vidual is perceived as addicted, with obesity being a bio- 
logical problem. Obesity is understood as a polygenic 
disorder that can be understood, managed, and/or 
potentially cured using biomedical solutions [35]. Obe- 
sity is conceptualized as a result of increased calorie 
consumption, food choice and/or genetics. In order to 
design an intervention, a set of indicators that relate 
specifically to these determinants are measured. Solu- 
tions to obesity within this framework focus on aug- 
menting public health education regarding the 
avoidance of unhealthy foods, an increase in physical 
activity, and the recognition of health consequences 
related to fat excess. While the responsibility is not 
placed on the individual, at the very least, his or her 
cooperation is required in addressing the problem of 
obesity. Instead, responsibility is placed on health pro- 
fessionals and those who are doing research on obesity. 
Health professionals are called upon to reinforce the 
willpower of individuals by providing encouragement 
and formal interventions to overcome addiction. 
Researchers are enlisted to explore the process by which 
addiction takes place, how overeating leads to health 
consequences, and which cessation programs are best 
for helping obese individuals to stop unhealthy eating 
behaviors. This frame is often supported by clinicians or 
pharmaceutical industries. 

The perception of obesity as a medical problem over- 
shadows its social origin. Causality is impersonal and 
apolitical since obesity can only be controlled through 
further biomedical research and not by the renewed 
commitment of the individual and society to act on the 
personal and socio-environmental determinants of this 
growing epidemic. The one-sidedness of this frame 
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partially removes the burden of blame from the 
shoulders of the obese, but suggests a very narrow 
understanding of its etiology. 

While an obese individual is viewed as a victim of an 
addiction in the previous model, the individual-beha- 
vioral framework portrays an obese person as one who 
has made poor choices. The biology of this model is 
based on the idea that excess weight is the consequence 
of too much food energy consumed in relation to that 
expended. The behavioral model does not address the 
genetic or socioeconomic contributors. It is up to the 
individual to strike the balance between food energy 
intake and expenditure. Such a framework places a spe- 
cial emphasis on the individual and his or her ability to 
make rational choices and have willpower to avoid 
becoming obese [35]. Those who make poor choices are 
irresponsible. Obese individuals are directly or indirectly 
held morally responsible for a health condition which is 
not always within his or her control while the behavior 
of food manufacturers and government regulators is lar- 
gely excluded from consideration. In this frame, indivi- 
dualized solutions that can alter the distribution of poor 
choices made by individuals are emphasized. Nothing or 
very little is said about changes that should occur in 
places where obesity risks are higher. The ethics that 
emerges from this frame is simply one-sided. The indivi- 
dual-behavioral framework is not conducive to the 
exploration of the disproportionate exposure to and bur- 
den of harmful environmental conditions experienced by 
low-income and racial/ethnic minority populations in 
developed countries. Far from being politically neutral 
like the previous framework, the behavioral frame limits 
governmental interventions to the provision of informa- 
tion to individuals in order to assist them in making 
better lifestyle decisions. In this framework, the obese 
person is treated as a client, a consumer of a marketable 
food product, who exercises free choice and can will- 
ingly stop his or her poor eating habits if he or she 
wishes to do so. This framework may be endorsed by 
certain health professionals and lay citizens, but it is 
often used by market individualists and libertarian poli- 
ticians to limit governmental response. A behavioral 
approach ascribes individual responsibility as the solu- 
tion to problems that may have deeper societal roots. 

Finally, the environmental or public health framework 
is a comprehensive framework which places lifestyle 
decisions and human biology in a societal context 
shaped by public policy choices, neighborhood segrega- 
tion or deprivation, socioeconomic status (SES) differen- 
tials, unequal access to care, and market competition. 
Here determinants of obesity are conceptualized as eco- 
nomic and social relationships shaped by society's politi- 
cal and economic institutions. Population groups 
defined by these relationships are differentially helped or 



harmed by their position relative to each other [36]. The 
basic idea that sustains this framework is that relative 
positioning of people shapes their exposure and beha- 
viors [36]. Individual knowledge, personal preferences, 
and genetic susceptibility may impact risk for obesity. 
However, socioeconomic and environmental factors ulti- 
mately play an important role in determining an indivi- 
dual's ability to prevent or manage obesity [37]. The 
environmental model highlights the systemic origins of 
obesity. It is well-established that a systemic problem 
cannot be solved solely by medical or individualized 
solutions. Obesity results essentially, though not solely, 
from an unhealthy food and built environment created 
intentionally or inadvertently by policy makers or food 
corporations. There is a need to shift the public dis- 
course so prevalent in media from individual choices 
and responsibility to the commitment of policymakers 
and corporate firms to shape both the physical and mar- 
ket environment in such a way that they promote well- 
being. The shift towards a public health rather than an 
individual or a biomedical framework for obesity has 
already commenced. It can be evidenced in proposed or 
implemented policies to increase physical activity hours 
within schools, remove trans-fats from restaurant 
menus, enforce the display of nutritional information, 
increased consultation regarding appropriate urban 
planning, and the levying of so-called junk food taxes. 

Within the public health framework, personal respon- 
sibility and the wider community responses are not con- 
tradictory. One is necessarily supported and sustained 
by the other. An individual's commitment to a healthy 
lifestyle contributes to the prevention or reduction of 
the burden of obesity. On the other hand, the commu- 
nity's commitment to create an environment that maxi- 
mizes the potential for people to make healthy choices 
achieves the same goal. Individual choice is not only 
determined by the ability to exercise freedom but also 
by current environmental and public policy. Obesity 
cannot be solely addressed on the ground of autonomy, 
free will or personal virtue. The notion of individual 
choice, responsibility and autonomy is especially difficult 
to apply in relation to obesity. There are barriers for 
people wishing to achieve behavior change. People's per- 
sonal behavior choices are to a substantial degree 
shaped by their environment, which in turn is heavily 
influenced by local authorities and national government, 
industry and others. Therefore, policies based on educa- 
tion, information and individual choice alone are not 
likely to succeed either in reducing inequalities or in 
reducing prevalence of obesity in the population as a 
whole. We do not mean to reject individual responsibil- 
ity for health or undermine the efforts deployed by 
those who work hard to keep a healthy lifestyle. Cer- 
tainly, there can be an aspect of virtue in obesity 
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prevention. The need for controlling one's weight 
should be stressed as an important health promotion 
strategy [38]. Hence, public health strategies should aim 
to ensure that it is easy for people to lead a healthy life 
and promote health by programs to help people over- 
come addictions and other unhealthy behaviors. How- 
ever, the call for individual responsibility cannot be 
strongly asserted for all persons. The call for individual 
behavior change should be weakened for those whose 
agency has been diminished by geographical, socioeco- 
nomic, or historical reasons. 

Even though the public health framework highlights 
distal causal factors, it also includes behavioral and med- 
ical aspects of health. The inclusion of behavioral and 
biomedical elements that we have judged, when taken 
separately, to be inadequate to confront the obesity epi- 
demic may sound contradictory. There is no contradic- 
tion as such. What we have rejected so far is the one- 
sided polarization on behavior or biomedical research as 
only solutions to the obesity epidemic. Personal respon- 
sibility and biomedical research alone do not address 
the distal causal factors for obesity. 

Epidemiologic theory, obesity causation and general bias 

Each of these three models incorporates distinct views 
of etiology, prevention policy, pathology, and treatment 
of obesity. Each tacitly promotes different conceptions 
of the proper allocation of individual and social respon- 
sibility for obesity. The analysis that follows questions 
the use of individualism as a methodology and as an 
ideology. It also criticizes some basic assumptions of the 
biomedical model and supports the public health model 
as an alternative framework for analyzing obesity occur- 
rence. Within the latter framework, our approach to epi- 
demiological investigation takes into consideration the 
basic features of each of the three models: biology, life- 
style, and the environment. 

The differences among our three models show that 
the formation of hypotheses presupposes a theoretical 
framework. This framework directs the interpretation of 
epidemiological data about obesity and largely deter- 
mines what we know, how we know, what can be 
known and what is left aside. The biomedical model 
focuses essentially on biological processes while the 
behavioral model connects biological processes with 
individual behaviour or lifestyle to explain the distribu- 
tion of obesity in populations. Even though the propo- 
nents of the behavioral approach acknowledge the 
impacts of external factors on one's risk for obesity, they 
emphasize the individual's ability and responsibility to 
master them. This view is widespread in the USA. It dis- 
regards both the dominance of powerful groups on pub- 
lic policy design and their influence on the process of 
social validation of scientific research. Considering the 



multiplicity of constraints on human abilities to engage 
in certain types of eating and activity behaviors, we need 
to humbly accept individuals' limitations and propose 
some venues for collective agency through changing eat- 
ing infrastructures or the built environment. People can- 
not seem to effect long-term dietary changes. 

A more encompassing approach, the environmental 
model, includes both behavioral and biological pathways 
that explain obesity occurrence. The environmental 
model presupposes the recognition of the irreducible 
historical situation of obese individuals both as indivi- 
dual persons and as social beings. Unless we clearly 
acknowledge the social nature of the human person, the 
epidemiological theory we adopt will limit the scope of 
our moral imagination to individualized solutions and 
actions. We may, then, run the risk of sounding irre- 
sponsible and socially blind because we are accountable 
for the knowledge we produce and its effects on the 
public's welfare [36]. The public health model reminds 
us that the work of a public health researcher has a con- 
text which is human society. It is, then, within this con- 
text shaped by social forces that distribute well-being 
that obesity bias should be understood and policy 
designed to address this growing epidemic. 

Environmental Model, Social Policy and Group 
Bias 

Poor dietary habits and unhealthy lifestyle are not the 
only causes of obesity. Habits and lifestyle are often the 
proximal causal factors which are shaped by the inter- 
play between many factors. These factors include social 
norms and values. Sectors of influence such as the food 
and beverage industries, media and transportation are 
also important distal causal factors of obesity. Lifestyle 
is often influenced by the social environment in which 
people live. These behavioral settings include home and 
family, school and community, and church and social 
networks. Individual's dietary habit may be determined 
by individual factors such as genetics, psychosocial, and 
other personal elements. In order to truly address the 
growing epidemic of obesity, we need to shift our focus 
from a clinical or psychological perspective which looks 
at one individual at a time to the epidemiological per- 
spective of public health and preventive medicine. 
Improving public health through community design first 
probes how various aspects of the built environment 
currently contribute to obesity by affecting eating and 
physical activity habits and facilitating an increasingly 
sedentary lifestyle. Important efforts must be directed to 
community engagement and advocacy for policy and 
infrastructure change. The public health approach to 
obesity prevention and control is in its infancy stage. 
Policy initiatives and environmental changes that pro- 
vide healthy choices are promising, since these same 
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strategies have been successfully used in tobacco control 
[38]. 

The public health framework allows us to affirm that 
no linear progression of causes can explain the uneven 
distribution of obesity and of the subsequent diseases 
that it causes. The relationships are synergetic, and their 
sources remain embedded in major economic and social 
institutions, public policies, and infrastructural arrange- 
ments in given circumstances [39]. They are linked to 
historical relationships of power distribution and prop- 
erty ownership, systemic racism, neighbourhood segre- 
gation and poverty. Income inequality and behavior will 
only one-sidedly explain the clustering of obesity in a 
given population without investigating the links between 
factors such as educational opportunities, racial segrega- 
tion, healthy food availability, built environment, and 
neighbourhood safety [40]. 

In order to fulfill its duty as protector of the public's 
health, the government can preferentially address distal 
causal factors of obesity without neglecting the proximal 
causal ones. The avenues available to play such a noble 
task include addressing issues related to the built envir- 
onment, SES of most obese people and access to goods 
which are necessary to avoid obesity. Acting on distal 
causal factors also involves challenging the dominant 
market ethos to favor access to healthy foods and regu- 
lating the cost of food and gym facilities in order to 
encourage physical fitness. A prioritarian approach to 
reducing obesity might be considered on the basis of 
reducing inequalities in health. An example would be 
planning decisions that improve access to sports facil- 
ities or shops/markets that sell fresh fruit and vegeta- 
bles, or the distribution of food vouchers to people of 
lower socio-economic status. However, although such 
targeted interventions could benefit people who might 
not gain from population-wide initiatives, care would be 
required to avoid actual or perceived stigma that may 
result from singling out particular social groups in this 
way. A prioritarian approach emphasizes social responsi- 
bility and questions socioeconomic individualism as an 
explanatory framework for understanding and addres- 
sing obesity. 

Beyond moral and socioeconomic individualism 

Ideally, every individual should be the primary person 
responsible for his or her health. However, a particular 
manner of affirming human agency can obscure the real 
constraints on agency experienced by some people. Paul 
Farmer vehemently criticizes the tendency, prevalent in 
clinical practice, of blaming treatment failure and non- 
compliance on an individual patient while disregarding 
structural and operational factors that are beyond the 
patient's control [41]. It is precisely those persons whose 
agency is most constrained who are asked to improve 



their eating and exercising habits. Health education and 
individually-based solutions have been proven to be, for 
the most part, inefficient for the disenfranchised people 
living in inner cities who have no other choice but to be 
at risk for all sorts of diseases. Behavior is merely one 
factor in an environment that places people at risk. 
Throughout the United States, there are increased 
indices of economic exclusion that seem to favor epi- 
demics in inner cities already ravaged by epidemics of 
AIDS, intravenous drug use, homelessness, and racism 
[41]. The overemphasis of agency desocializes obesity 
and prevents social institutions from taking responsibil- 
ity for the growing burden of obesity. Moving the focus 
from the individual to the major players in the obesity 
problem would help us address the core of the matter 
and properly assign responsibility. Society's failure to 
create a better socioeconomic, food, built and political 
environment that may reduce incidences of obesity is 
clouded over. 

Public health policy requires that the majority accept 
their fair share of the burdens of protecting a relative 
minority threatened with obesity. We need to ask if the 
prevailing model of justice legitimizes sacrifice and care 
for others [42]. Public health ethics is not merely an 
alternative to market justice. Instead, public health 
ethics stands as a critique of the market worldview that 
gives pre-eminence to moral and political individualism. 
Market-justice emphasizes freedom from collective obli- 
gations except those of respecting other persons' funda- 
mental rights. On the other hand, social justice, the 
heart of public health ethics, requires that we work with 
all the social constituents to design and continually per- 
fect our institutions as means which facilitate personal 
and social development [42]. The market does not 
always promote the goals of public health [34]. The 
values and beliefs of the public health community often 
stand in contradiction to the libertarian thinking that 
shapes the dominant values of the market. Advertise- 
ment to children of foods high in sugar and fat repre- 
sents an example of this discord. Faced with such an 
assault on public health, the government needs to 
strengthen its regulatory role in order to protect vulner- 
able individuals [34]. 

Despite myths about individualism and self-reliance, 
the US government has a long tradition of regulating 
ostensibly private behavior [34]. This long tradition is 
evidenced by government exercizing its regulatory 
power on alcohol, illegal drugs, tobacco, and sexuality as 
a way to protect population health. The same regulatory 
power can be applied to commercialized foods and 
drinks. This much needed paternalistic tendency can be 
applied to food advertising, food pricing, and to retail 
competition. Very often, the justification for public 
health interventions is paternalistic because the goal of 
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these interventions is to promote the well-being of those 
who might otherwise be inclined to certain diseases. In 
the USA, most people cherish their freedom to the 
point that some may not tolerate any form of govern- 
mental intrusion in their life. However, paternalism is 
often used to promote population health. This type of 
paternalism is not necessarily destructive of fundamental 
liberties. Liberty does not simply mean freedom to be 
left alone. Instead, liberty can be understood as a means 
to free society from unnecessary suffering and preventa- 
ble disability and death. 

Robert Goodin, a public health scholar and anti- 
tobacco activist, argues that the ultimate ethical justifi- 
cation for public health paternalism must be essentially 
utilitarian, turning on the way that overall social utility 
is maximized when the utilities of all members of the 
society are maximized [43]. Paternalism targets the 
group and its practices and not particular individuals 
[44]. Policies grounded in paternalism aim at institutio- 
nalizing health-promoting practices and institutions at 
the population level. In the other hand, paternalistic 
policies aim at controlling or proscribing public prac- 
tices and institutions that hinder people's health and 
well-being. The socioeconomic and health implications 
of market competition bring about problems that cannot 
be solved by individuals. The public health conse- 
quences of food industries' practices and the burden of 
obesity on economy call for government intervention. 
To support government intervention in population 
health problems, we endorse Dan Beauchamp's critiques 
of Stuart Mill's rejection of paternalism. Beauchamp 
argues that "To Mill, all paternalism was wrong because 
the individual is best placed to know his own good" 
[44]. Mill is wrong because government intervention to 
address the underlying causes of obesity does not aim at 
promoting the well-being of a particular individual but 
of the entire community. Paternalism places (social or 
economic) constraints on every citizen for the good of 
all. The failures or limited successes of individual-based 
solutions tend to validate the appropriateness of struc- 
tural change as the core solution to the obesity epi- 
demic. Mill is even wrong twice because particular 
individuals are often very poorly placed to judge the 
effects that market arrangements and practices have on 
the population as a whole. This is the task for legisla- 
tures, for organized groups of citizens, and for other 
agents of the public, including the citizen as voter [44]. 
Paternalism operates primarily at the level of public 
practices and not at the level of individual behavior [44]. 
By intervening, the government definitely demonstrates 
its solidarity with low-socioeconomic and vulnerable 
groups [34]. Michelle Mello, a health policy scholar 
from Harvard University, highlights the salient place of 
solidarity as a means for health justice. Solidarity is the 



notion that individuals should not be left by their com- 
munity to bear terrible burdens alone [34]. Mello's soli- 
darity argument is philosophically defensible. The 
community has the moral duty to prevent suffering 
where its members can. Obesity is an important risk fac- 
tor for chronic diseases and a shortened life span. On 
the solidarity ground, it can be argued that, as a repre- 
sentative of community, the state should intervene to 
prevent suffering wherever it is possible. In addition to 
her "solidarity argument" [34], Mello argues that "some 
forms of paternalism are both morally acceptable and 
morally laudable" because they can legitimate govern- 
ment intervention if a health problem affects a vulner- 
able population [34]. 

Public health emphasizes the interconnection among 
human beings in a democratic society as well as the 
importance of community mobilization to promote 
good health. Hence, the idea of liberty should mean, 
above all, the liberation of society from the injustice of 
preventable disability and early death. Instead, the con- 
cept of freedom has become a defence and protection of 
powerful vested interests, and the central issue is viewed 
as a choice between freedom on the one hand, and 
health and safety on the other [42]. Insufficient action 
by government in addressing socioeconomic inequalities 
and issues related to the built environment as a means 
of reducing obesity is simply unacceptable. The govern- 
ment's role is to build a civilization of equity [45,46]. 
The moral test of any society is how it treats its most 
vulnerable members and how those who belong to this 
population group are able and are encouraged to partici- 
pate in decision making. Growing social inequalities and 
their subsequent health inequities raise questions con- 
cerning the level of social justice because the relation- 
ship that exists between poverty and obesity is not 
random. This relationship follows the distribution of 
social and public goods as well as opportunities for 
social mobility and health promotion across population 
groups. When obesity mushrooms in places where pov- 
erty is endemic and the built environment is poorly 
designed, the claim of justice cannot be silenced because 
the prevalence of obesity is rooted in structural margin- 
alization. Lower socioeconomic groups and individuals 
have the most urgent moral claim on the conscience of 
the nation because social discrimination endangers their 
health and well-being. Policy interventions are needed 
to confront the obesity epidemic. People are called to 
look at public policy decisions in terms of how they 
affect the less fortunate members of society. 

Emphasizing social responsibility 

Social justice is the core value that seeks to bring about 
practical and effective attention to the well-being of 
each member of society. It is concerned with ensuring 
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the proper ordering of things and persons so that people 
experience fair treatment, a just distribution of the 
dimensions of well-being, a measure of control in its 
processes and an awareness of their worth and role in 
determining their own destiny. Under our approach to 
social justice, each person is entitled to health protec- 
tion, decent housing, safe environment, access to food, 
basic education, participation in society's affairs and 
decent income because of the intrinsic dignity that every 
human person deserves to enjoy by the very fact of 
being human [42]. Individuals and local communities do 
not always have the power control their food and built 
environment. Thus, government's attempts to prevent 
and reduce obesity should bring about justice by provid- 
ing people with a safe environment. Government's 
initiatives to provide communities with a safe environ- 
ment not only assert the value and priority of human 
life over everything else but prevent vulnerable groups 
and individuals from acquiring this health condition. 

The cost of obesity can give rise to an economic argu- 
ment in favor of government intervention in the market. 
When individual ability to choose creates social costs 
borne by an entire society, government ought to inter- 
vene to stop both the human and economic costs. 
Michelle Mello notes that obesity generates increased 
health-care costs and reduced economic productivity. In 
terms of annual health-care costs, obesity accounts for 
US$75 billion, half of which is paid by the Medicare and 
Medicaid programs. Health-care spending on obesity 
accounted for more than a quarter of the rise in per- 
capita health-care spending from 1987 to 2011, while a 
1000 employee business paid $285,000 in obesity-related 
health-care costs and absenteeism in 2005. These costs 
create a compelling case for government intervention 
[34]. 

The solution to the current epidemic of obesity 
requires painful costs and hard social reforms. Improv- 
ing health by mitigating obesity and its related morbidity 
and mortality requires that the focus of society's preven- 
tion efforts be moved from the biomedical to the politi- 
cal and from intervention to prevention. There is a need 
to move from the superficial reasoning and justifications 
to seek an understanding of the root causes of nutrition- 
ally-related disease and death. We must deal with a host 
of non-biomedical factors. The limit of the biomedical 
approach to treatment of obesity reflects the pervasive- 
ness of social and environmental determinants of this 
epidemic. To truly prevent obesity, we need to frame 
prevention and treatment responses in a theoretical 
model that integrates the principles and practices of 
social justice. Unless and until we deal with the distal 
causal factors for obesity, we will do little to prevent 
this epidemic. The reason we have failed is that we trea- 
ted obesity primarily as a biomedical disorder, while it is 



rooted in socio-economic and environmental determi- 
nants. The eradication of obesity should be a societal 
endeavour and not simply a challenge pertaining to the 
individual person or the medical community. 

Addressing the social order and raising issues pertaining 
to socioeconomic position 

The belief that to lose weight merely requires increased 
energy expenditure relative to energy intake is oversim- 
plified. This belief may result in some weight loss. If the 
excess kilocalories leading to weight gain really is as 
small as some have suggested [47], then preventing and 
treating obesity would not be as critical a public health 
issue as it currently is. There is a finite limit to the 
amount of increased energy expenditure or decreased 
energy intake one can sustain. US Popular TV shows 
such as "Biggest Loser" demonstrate significant weight 
loss among obese individuals and are often used by the 
general public as proof that the "energy in vs. energy 
out" theory has validity. It follows, then, that those who 
do not lose weight merely lack the volition to do so. 
However, what is not acknowledged is that the indivi- 
duals on weight loss shows such as "Biggest Loser" often 
have to exercise vigorously for 3 hours a day in order to 
achieve weight loss success [48]. This time commitment 
is almost impossible for the vast majority of individuals. 
Approximately 30 - 50% of the obesity phenotype is 
inherited [49]. Genes play a crucial role in body weight 
regulation [50]. Weight loss capability varies from one 
individual to another based on genes regulating food 
intake centrally, those affecting adipose tissue differen- 
tiation and functioning, and those impacting energy 
expenditure [49]. Certain medical conditions such as 
hypothyroidism, Prader-Willi Syndrome, and Cushing's 
syndrome predispose a person to significant weight gain. 
Interestingly, when medical reasons for weight gain are 
present, individuals are less likely to express anti-fat atti- 
tudes [29]. 

The effects of high genetic susceptibility on the risk 
for obesity are amplified in a high-risk environment 
[49]. Environmental factors such as poor dietary choice 
and inactivity contribute to the rising prevalence of obe- 
sity, but another important yet under-recognized envir- 
onmental determinant of obesity is socio-economic 
status (SES) [51]. SES of a person significantly influences 
the purchasing power for healthy nutritious foods as 
well as the ability to engage in programs of physical 
activity. The lack of access to sufficient food for all 
household members at all times has been termed food 
insecurity. Data from the U.S. National Health and 
Nutrition Examination Surveys (NHANES) reveal that ~ 
16% of women and ~15% of men were marginally to 
fully food insecure [52]. Individuals with marginal food 
insecurity were more likely to be obese and to gain 
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weight compared to those from food secure households 
[52]. Moreover, food insecurity is associated with an 
increased likelihood of having diabetes [53]. Since peri- 
ods of deprivation or starvation have often been fol- 
lowed by binge eating, [54,55] the inconsistent 
availability of food in food insecure households has been 
proposed to be one of the contributors to obesity via 
overconsumption of inexpensive foods with high energy 
density due to the person's low food purchasing power 
[52]. 

Physical activity also is most likely to be significantly 
impacted by SES. Individuals from low socioeconomic 
households may live in neighbourhoods that may not be 
conducive to participating in physical activity due to 
crime or lack of well-lit. Furthermore, those in low 
socioeconomic households may not be able to afford 
gym memberships, have access to transportation to 
these gyms or parks, be able to allocate time to partici- 
pate in physical activity since they may be working two 
or more jobs, or be the head of a single-parent house- 
hold. Low SES individuals may have other comorbidities 
such as mental health issues. Obesity under these situa- 
tions may be deemed more an issue of social justice 
rather than the lack of virtue. 

The public health framework highlights governmental 
and corporate responsibility as well as behavioral change 
in order to gain as much support as possible for neces- 
sary policy changes. The focus is not placed on food but 
on health. Historically, the major determinants of health 
are not personal choices but risks that are external to 
individuals. It is more likely that the risk for obesity and 
malnutrition will be higher in communities deprived of 
fresh vegetables, healthy foods and low calorie beverages 
than in others. Efforts to improve health status should 
focus on the rules, policies, and norms that define the 
environment. Policy is important because it is an effec- 
tive means for behavior change than education alone. 
An effective policy change is cost effective because it 
can lessen or eliminate the need to continually provide 
remedial programs as the policy is more likely to 
address the fundamental causes of the problem. 

Addressing the physical and food environment: built 
environment and issues of access 

In their population-based studies of middle-aged Finnish 
men, John Lynch and colleagues demonstrated a link 
between adult lifestyle and parental SES [56]. Those 
who grew up in poverty were more likely to behave 
poorly (smoke, eat an unhealthy diet, and not exercise) 
than their peers from higher income families. These 
results are supported by studies demonstrating obesity 
in adult life as linked to measures of childhood SES 
[57,58]. Longitudinal data reveal that those who are 
overweight complete fewer years of education and have 



lower incomes [58]. These data indicate that SES influ- 
ences risks for obesity, which may in turn influence 
attainable SES. Obesity follows a similar social pattern 
as that of hunger in the 19 th century. Obesity is more 
prevalent in lower socioeconomic groups than in higher 
ones [59]. Only by recognizing the pervasiveness of 
social inequalities that fuel the socioeconomic gradient 
in obesity and shape both the occurrence and the distri- 
bution of obesity, we can begin to question the gravity 
of some assumptions that guide anti-fat discrimination. 
The highest rates of obesity are found among popula- 
tions with the highest poverty rates and the least educa- 
tion. Yet, at the same time, all income and education 
groups are seeing steadily growing numbers of people 
becoming obese. 

Successful control of the obesity epidemic will require 
changes in the environment targeting those areas where 
the burden of diseases caused by obesity is high [39]. 
Because of the cost, modifying the built environment in 
all risky neighborhoods may not be possible. Govern- 
ment should objectively define criteria that would deter- 
mine which neighborhoods will benefit from such a 
targeted intervention and which ones would not. Provi- 
sion for public goods such as a good built environment 
is the duty of government officials because the govern- 
ment has the moral obligation to protect the public's 
health. Similarly, provision of parks in communities and 
walkable neighborhoods are commonly cited as elements 
of the environment that promote physical activity and 
reduce obesity risk. Provision of these elements is 
beyond the reach of individuals. Instead is part of what 
the government should do for citizens. Justice is not 
served when those vulnerable to obesity-related diseases 
live in neighbourhoods without these amenities [60]. 

In the USA, for example, the built environment varies 
by town income. Children living in low-income towns 
tend to have built environments that promote energy 
intake and decreased opportunities for energy expendi- 
ture, thereby placing these children at increased risk for 
obesity [61]. Neighborhoods with low SES usually have 
fewer physical activity resources than medium-to high- 
SES neighbourhoods, leading to more inactivity of 
neighborhood residents. In low-SES neighborhoods, 
many incivilities and unsafe conditions are common, 
creating dangerous neighborhood environments. Resi- 
dents in neighborhoods with more available physical 
activity resources, including sidewalks and safe streets, 
report higher activity levels. The proximity of these 
resources is important because people are more likely to 
use nearby resources. Making neighbourhoods more 
walkable might help increase physical activity [47]. 

Access, therefore, appears to be a relevant strategy for 
behavior change since it may lead to the modification of 
some, if not all, of the six targeted behaviors the Centers 
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for Disease Control and Prevention point out as a way 
to prevent and control obesity among children [47,61]. 
In addition to access, overarching strategies to improve 
these behavioral targets include pricing, media, point-of- 
purchase information, and social supports and services. 
As a behavior change strategy, access should address 
both the built environment through zoning, transporta- 
tion policies and the food environment. Access strate- 
gies directed at increasing physical activity and reducing 
sedentary lifestyles include promoting zoning and trans- 
portation policies to increase the use of public transit. 
Access strategies also include availability of sidewalks, 
parks, and mixed land use for physical activity; requiring 
quality daily physical activity in schools, and restricting 
screen time in child care settings [47]. Access strategies 
to improve food and its consumption include increasing 
the availability of supermarkets and corner stores selling 
healthier foods; promoting institutional procurement 
policies to increase healthier foods at work sites; sup- 
porting farm-to-institution programs, and limiting the 
availability of high-energy dense foods and sugar-swee- 
tened beverages. Access strategies are not new. They 
have been implemented in Pennsylvania, New York, and 
Los Angeles to name but a few places. Several examples 
of how access strategies have been implemented exist. 
The Pennsylvania Fresh Food Financing Initiative funds 
the building of supermarkets to improve access to 
healthy foods in underserved areas. The Healthy Bode- 
gas Initiative of New York City has funded local bodegas 
to expand the availability of healthier food choices 
throughout the metropolitan area. In Los Angeles, a one 
year moratorium on the development of new fast-food 
establishments within a neighbourhood of thirty-two 
square miles of poor and low-income residents restricts 
access to less healthful products by using zoning regula- 
tions [47]. 

Pricing 

Pricing strategies may consist of reducing or subsidizing 
fees at recreational facilities for physical activity. The 
selective pricing or even taxation of less healthy foods is 
another strategy that is gaining ground. Several states 
and local communities have started to experiment with 
policy initiatives that affect the built environment in an 
attempt to decrease the prevalence of obesity. The focus 
of these policy measures has generally been to eliminate 
geographical disparities in access to food. Recent policy 
proposals include the use of zoning laws to create a 
healthier food environment. These laws provide incen- 
tives for chain grocers to open stores in disadvantaged 
and underserved areas. They also provide incentives for 
existing food retailers to offer healthier products. The 
economic feasibility of implementing these types of 



interventions depends on the policymakers' ability to 
identify communities most at need [47]. 

Public policy and food industry 

The food industry, a major player in this epidemic, has a 
responsibility to confront the obesity problem. It should 
keep consumers nutritionally informed, create healthier 
options for consumers, cut portion sizes, modify mar- 
keting strategies, and develop health programs that 
should include making nutrition and food-related health 
information readily available. The food industry has 
already begun taking many of these actions and should 
continue to do so in the future. As a prime protector of 
the public's health, the government should continuously 
monitor the food industry in order to ensure that the 
public is truly informed about healthy nutritional 
choices. The government must continue to police the 
marketplace so as to eliminate deceptive practices. 
Recognizing this duty, various government agencies, 
such as the Food and Drug Administration (FDA) and 
the Internal Review Service in the USA, have already 
taken action. Various state legislatures, likewise, are in 
the process of enacting bills to stem the tide of obesity. 

Segments of the food industry should take careful note 
of the serious lessons learned from the course of events 
that brought the tobacco industry to its knees. Consid- 
ering obesity's current status as one of America's most 
serious health issues, the striking similarities to the 
tobacco litigation and associated public outcry related to 
health concerns cannot be ignored. That so many mem- 
bers of the food industry have voluntarily initiated 
changes to improve the quality of their food choices is a 
testament to the fact that some of the lessons hit home. 
These changes must continue. As medical science 
advances to uncover the secrets of how our bodies pro- 
cess food, food industries should learn from the tobacco 
industry's experiences and make responsible changes. 
The changes will, in the end, be in everyone's best 
interest. 

Conclusion 

Far from being determined by a genuine process of 
knowing and judging as Lonergan instructs us through 
his cognitive theory, general bias, as it appears in indivi- 
dual and group attitudes, is more often the result of an 
uncritical internalization of society's stance toward over- 
weight individuals. Not taking into account all the fac- 
tors that determine obesity occurrence uncovers an 
insidious bias that resists insight into scientific truths. 
The behavioral approach is dominant in the US where 
the doctrines of free choice and individual autonomy 
are often upheld uncritically. Group bias contributes to 
the maintenance of the status quo in social order. 
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Group bias also promotes approaches to governmental 
intervention in the public sphere which does not neces- 
sarily address the concern of vulnerable and most-at- 
risk population groups. Through the lenses of Lone- 
rgan's cognitive theory, obesity bias is both a group and 
general bias. Obesity biases can be overcome, not pri- 
marily by designing anti-discrimination laws to protect 
overweight individuals nor by launching interventions 
focused on changing the public's perception of weight 
based on psychosocial theories but by developing social 
policies that address the determinants of obesity. Here, 
we posit that the use of a reality-based epidemiologic 
theory can help in overcoming theoretical or general 
bias. 

Acknowledgements 

The authors would like to thank the anonymous reviewers for their 
extensive and challenging comments. They have contributed to the strength 
of this paper. 

Author details 

1 Departement de Sante Publique, Faculte des Sciences de la Sante de 
I'Universite de N'djamena, Avenue Mobutu, B.P. 1117 N'djamena, Tchad, 
department of Medicine and Dentistry, Division of Endocrinology and 
Metabolism, University of Western Ontario, B5-107, 268 Grosvenor Street, 
London, Ontario, N6A 4V2, Canada. 

Authors' contributions 

JA and TJ originated the article, did the research and wrote a first rough 
draft of the manuscript together. TJ did the research on the epidemiological 
evidence of anti-fat biases and JA carried out the research on Lonergan and 
its use to understand anti-fat biases. JA and TJ all read the first version and 
contributed editorial and critical suggestions. After the first peer-review, JA 
made substantial revisions to the earlier draft and worked toward the final 
draft. They have both read and approved the final version of the manuscript. 

Authors' information 

Jacquineau Azetsop obtained his PhD in social and religious ethics at Boston 
College, Massachusetts/USA and a Masters in Public Health (MPH) at the 
Bloomberg School of Public Health from Johns Hopkins University in 
Baltimore, USA. Currently, he is lecturer in health policy, medical deontology 
and bioethics at Faculte des Sciences Medicales de I'Universite de 
N'djamena in Chad. Dr. Jacquineau has published on public health ethics 
and bioethics topics in Developing World Bioethics, Public Health Ethics; 
Philosophy, Ethics and Humanities in Medicine; and Concilium. Dr 
Jacquineau has also authored a book entitled: Structural violence, population 
health and health equity: preferential option for the poor and the bioethics 
of health equity. 
Tisha R. Joy, MD, FRCPC 

Dr. Joy is an assistant professor at the Division of Endocrinology and 
Metabolism, Department of Medicine of the University of Western Ontario 
Schulich School of Medicine & Dentistry. She has clinical interests in 
cholesterol disorders and type 2 diabetes and research interests in obesity, 
cholesterol disorders, and diabetes. She has published several articles in the 
fields of metabolic syndrome, body fat distribution, and cholesterol 
disorders. She has published several articles in these fields and authored 
many book chapters. 

Competing interests 

The authors declare that they have no competing interests. 

Received: 2 December 2010 Accepted: 16 December 2011 
Published: 16 December 2011 



References 

1. Crandall CS: Prejudice against fat people: ideology and self-interest. 

Journal of personality and social psychology 1 994, 66:882-94. 

2. Puhl R, Brownell KD: Bias, discrimination, and obesity. Obes Res 2001, 
9:788-805. 

3. Cramer P, Steinwert T: Thin is good, fat is bad: How early does it begin? 
Journal of Applied Developmental Psychology 1998, 19:429-51. 

4. Stunkard AJ, Sorensen Tl: Obesity and socioeconomic status-a complex 
relation. The New England journal of medicine 1993, 329:1036-7. 

5. Neumark-Sztainer D, Falkner N, Story M, Perry C, Hannan PJ, Mulert S: 
Weight-teasing among adolescents: correlations with weight status and 
disordered eating behaviors. Int J Obes Relat Metab Disord 2002, 26:123-31. 

6. Andreyeva T, Puhl RM, Brownell KD: Changes in perceived weight 
discrimination among Americans, 1995-1996 through 2004-2006. Obesity 
2008, 16:1129-34. 

7. Puhl RM, Andreyeva T, Brownell KD: Perceptions of weight discrimination: 
prevalence and comparison to race and gender discrimination in 
America. International journal of obesity 2008, 32:992-1000. 

8. Tiggemann M, Anesbury T: Negative stereotyping of obesity in children: 
The role of controllability beliefs. Journal of Applied Social Psychology 2000, 
30:1977-93. 

9. Neumark-Sztainer D, Story M, Harris T: Beliefs and attitudes about obesity 
among teachers and school health care providers working with 
adolescents. Journal of Nutrition Education 1999, 31:3-9. 

10. Greenberg BS, Eastin M, Hofschire L, Lachlan K, Brownell KD: Portrayals of 
overweight and obese individuals on commercial television. Am J Public 
Health 2003, 93:1342-8. 

11. Canning H, Mayer J: Obesity - its possible effect on college acceptance. N 
Engl J Med 1 966, 275:1 1 72-4. 

12. Crandall CS: Do heavy-weight students have more difficulty paying for 
college? PSPB 1991, 17:606-11. 

13. Crandall CS: Do parents discriminate against their heavyweight 
daughters? PSPfi 1995, 21:724-35. 

14. Weiler K, Helms LB: Responsibilities of nursing education: the lessons of 
Russel v. Salve Regina. J Prof Nurs 1993, 9:131-8. 

15. Benson PL, Severs D, Tatgenhorst J, Loddengaard N: The social costs of 
obesity: a non-reactive field trial. Social Behaviour and Personality 1980, 
21:75-87. 

16. Klesges RC, Klem ML, Hanson CL, et ah The effects of applicant's health 
status and qualifications on simulated hiring decisions. Int J Obes 1990, 
14:527-35. 

17. Pingitore R, Dugoni BL, Tindale RS, Spring B: Bias against overweight job 
applicants in a simulated employment interview. Journal of Applied 
Psychology 1994, 79:909-17. 

18. Latner JD, O'Brien KS, Durso LE, Brinkman LA, MacDonald T: Weighing 
obesity stigma: the relative strength of different forms of bias. Int J Obes 
(tond) 2008, 32:1145-52. 

19. O'Neil PM, Smith CF, Foster GD, Anderson DA: The perceived relative 
worth of reaching and maintaining goal weight. Int J Obes Relat Metab 
Disord 2000, 24:1069-76. 

20. Rand CS, Macgregor AM: Successful weight loss following obesity surgery 
and the perceived liability of morbid obesity. Int J Obes 1991, 15:577-9. 

21. Schwartz MB, Vartanian LR, Nosek BA, Brownell KD: The influence of one's 
own body weight on implicit and explicit anti-fat bias. Obesity (Silver 
Spring) 2006, 14:440-7. 

22. Lonergan B: Insight: A Study of Human Understanding (1957). Toronto: 
University Toronto Press; 1992. 

23. Crandall CS: Prejudice against fat people: ideology and self-interest. JPSP 
1994, 882-94. 

24. Crandall CS, Schiffhauer KL: Anti-fat prejudice: beliefs, values, and 
American culture. Obes Res 1 998, 6:458-60. 

25. Crandall CS, Martinez R: Culture, ideology, and anti-fat attitudes. PSPB 
1996, 22:1165-76. 

26. Crandall CS, Cohen C: The personality of the stigmatizer. Cultural world 
view, conventionalism, and self-esteem. J Res Pers 1994, 461-80. 

27. Dion KL, Dion KK: Belief in a just world and physical attractiveness 
stereotyping. JPSP 1987, 52:775-80. 

28. Lerner M: The Belief in a just world: a fundamental delusion. New York. 
1980. 



Azetsop and Joy Philosophy, Ethics, and Humanities in Medicine 201 1, 6:16 
http://www.peh-med.eom/content/6/1 /1 6 



Page 16 of 16 



29. DeJong W: Obesity as a characterological stigma: the issue of 
responsibility and judgments of task performance. Psychol Rep 1993, 
73:963-70. 

30. DeJong W: The stigma of obesity: the consequences of naive 
assumptions concerning the causes of physical deviance. J Health Soc 
Behav 1980, 21:75-87. 

31. Crandall CS, D'Anello S, Sakalli N, Lazarus E, Wieczorkowska G, Feather NT: 
An attribution-value model of prejudice: anti-fat attitudes in six nations. 
PSPB 2001, 27:30-7. 

32. Crandall CS, Moriarty D: Physical illness stigma and social rejection. Br J 

Soc Psychol 1995, 34:67-83. 

33. Weight bias: the need for public policy. 2008, (Accessed July 25, 2009, at 
http://www.yaleruddcenter.org/what_we_doaspx?id=10). 

34. Mello MM: Obesity-personal choice or public health issue? Nature Clinical 
Practical 2008, 4. 

35. Lawrence RG: Framing Obesity: The evolution of news discourse on a 
public health issue. Press/Politics 2004, 9:56-75. 

36. Krieger N, Zierler S: What explains the public's health? In A call for 
epidemiologic theory. Edited by: Beauchamp D, Steinbock B. New ethics for 
the public's health. New York/Oxford: Oxford University Press: 1999:45-9. 

37. Neumark-Sztainer D: The weight dilemma: A range of philosophical 
perspectives. International Journal of Obesity 1999, S31-S7. 

38. Burry NJ: Obesity and virtue: Is staying lean a matter of ethics? The 
Medical Journal of Australia 1999, 609-10. 

39. Belay B, Dietz WH: Obesity prevention and control: from clinical tools to 
public health strategies. Academic Pediatrics 2009, 9:291-2. 

40. Krieger N: Theories for social epidemiology in the 21st century: An 
ecosocial perspective. International Journal of Epidemiology 2001, 30:668-77. 

41. Farmer P: Infections and inequalities: The modern plagues. Berkley: 
University of California Press; 2002. 

42. Beauchamp D: Public health as social justice. In Health and social justice: 
politics, ideology, and inequity in the distribution of disease. Edited by: 
Hofrichter R. San Francisco: jossey-Bass; 2003:267-84. 

43. Goodin RE: No Smoking: the Ethical Issues. Chicago: University of Chicago 
Press; 1989. 

44. Beauchamp D: Community: the neglected tradition of public health. 

Edited by: Beauchamp D, Steinbock B. New Ethics for the public's health 
New York: Oxford University Press; 1999:57-67. 

45. Booth KM, Pinkston MM, Poston WSC: Obesity and the built environment. 
J Am Diet Assoc 2005, 1 05:S1 1 0-S7. 

46. Goldblatt PB, Moore ME, Stunkard AJ: Social factors in obesity. JAMA 1965, 
192:1039-44. 

47. Hill JO, Wyatt HR, Reed GW, Peters JC: Obesity and the environment: 
where do we go from here? Science 2003, 299:853-5. 

48. How does 'Loser' cast drop so much weight?. MSNBC 2005, (Accessed 
July 18, 2009, at http://www.msnbc.msn.com/id/9880085/). 

49. McPherson R: Genetic contributors to obesity. Can J Cardiol 2007, 
23(Suppl A):23A-7A. 

50. Barsh GS, Farooqi IS, O'Rahilly S: Genetics of body-weight regulation. 
Nature 2000, 404:644-51. 

51. Taylor WC, Poston WSC, Jones L, Kraft MK: Environmental justice: Obesity, 
physical activity, and healthy eating. J Phys Activ Health 2006, 3S30-S54. 

52. Wilde PE, Peterman JN: Individual weight change is associated with 
household food security status. J Nutr 2006, 136:1395-400. 

53. Sellgman HK, Bindman AB, Vittinghoff E, Kanaya AM, Kushel MB: Food 
insecurity is associated with diabetes mellitus: results from the National 
Health Examination and Nutrition Examination Survey (NHANES) 1999- 
2002. J Gen Intern Med 2007, 22:1018-23. 

54. Polivy J: Psychological consequences of food restriction. J Am Diet Assoc 
1996, 96:589-92. 

55. Polivy J, Zeitlin SB, Herman CP, Beal AL: Food restriction and binge eating: 
a study of former prisoners of war. J Abnorm Psychol 1994, 103:409-1 1 . 

56. Lynch J, Kaplan GA, Salone JT: Why do poor people behave poorly? 
Variation in adult health behaviours and psychosocial characteristics by 
stages of the socioeconomic lifecourse. Soc Sci Med 1997, 44:818. 

57. Mackenbach JP: Social justice in the land of Cockaigne. J Epidemiol 
Community Health 2008, 2:2. 

58. Power C, Moynihan C: Social class and changes in weight-for-height 
between childhood and early adulthood. Int J Obes 1988, 12:445-53. 



59. 



60. 



Gortmaker SL, Must A, Perrin JM, Sobol AM, Dietz WH: Social and 
economic consequences of overweight in adolescence and young 
adulthood. N Engl J Med 1993, 329:1008-12. 

Cutts BB, Boone CG, Brewis A: City structure, obesity, and environmental 
justice: An integrated analysis of physical and social barriers to walkable 
streets and park access. Soc Sci Med 2009, 69:1314-22. 
Oreskovic NM, Kuhlthau KA, Diane Romm D, Perrin JM: Built environment 
and weight disparities among children in high- and low-income towns. 
Academic Pediatrics 2009, 9:315-21. 



doi:l 0.1 186/1747-5341-6-16 

Cite this article as: Azetsop and Joy: Epistemological and ethical 
assessment of obesity bias in industrialized countries. Philosophy, Ethics, 
and Humanities in Medicine 2011 6:16. 



Submit your next manuscript to BioMed Central 
and take full advantage of: 

• Convenient online submission 

• Thorough peer review 

• No space constraints or color figure charges 

• Immediate publication on acceptance 

• Inclusion in PubMed, CAS, Scopus and Google Scholar 

• Research which is freely available for redistribution 



Submit your manuscript at 
www.biomedcentral.com/submit 



BioMed Central 



v. 



